To the Editor:
We agree with the comments by Dr. Westney. As discussed in our article, we believe that the solution to the interobserver variability problem in the radiographic definition of ARDS is more explicit definitions that have been subjected to empiric validation. It is particularly important that any subsequent attempt to operationalize this definition be accompanied by example radiographs.
As data become available showing improved outcome from various interventions in patients with acute lung injury and ARDS, it will be essential for clinicians at the bedside to be able to identify the same patients in the same time frame as those who benefited from the clinical trial.
Gordon D. Rubenfeld, MD, MSc
Harborview 
Screening in Hereditary Hemorrhagic Telangiectasia Patients
To the Editor:
We read with great interest the article by Kjeldsen et al in CHEST (August 1999) 1 regarding screening for pulmonary arteriovenous malformations (PAVMs)
This article evaluated the performance of pulse oximetry (supine and upright), as well as Pao 2 on room air and 100% oxygen, in patients with right to left shunt on contrast echocardiography. The authors assumed the sensitivity of contrast echocardiography to be 100%, despite the lack of published data on the sensitivity of contrast echocardiography for detecting intrapulmonary shunt. We have published, in abstract form, 2 results to indicate that though contrast echocardiography is a useful screening tool, it is clearly not 100% sensitive. Although the study was designed to evaluate the performance of various screening tests in a group of patients with positive contrast echocardiography, the authors concluded that the strategy of initial contrast echocardiography followed by 100% oxygen is the best strategy. Since the population of contrast-negative patients was not evaluated, they cannot draw conclusions about the performance of this screening strategy.
Our second concern involves their interpretation of the Pao 2 on 100% oxygen. Our own experience has shown this to be a difficult test to perform reliably and that normal limits should be established using local results and a receiver operator characteristic curve. The authors have selected a cutoff point of 500 mm Hg without any justification. This is considerably lower than the theoretical normal cutoff. Since sensitivity of screening tests is so important in these patients, the justification of the cutoff point is essential.
Finally, the authors have reported sensitivity and specificity of the various screening tests despite the fact that the reference standard, pulmonary angiography, was not performed in all subjects. Only subjects who had positive contrast echocardiography underwent pulmonary angiography. This is not the conventional method for reporting sensitivity and specificity and leads to an overestimation of sensitivity and an underestimation of specificity.
We are left with the important question as to whether or not contrast echocardiography alone is adequate screening.
